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PEMPHIG[JS AND OTHER BULLOUS DERMATOSES: CORRELATION
OF CLINICAL AND PATHOLOGIC FINDINGS"
JOSEPH G. BRENNAN, M.D.t AND HAMILTON MONTGOMERY, M.D4
A detailed clinical and histopathologic study has been made of patients who
had pemphigus of various types and of patients who had other bullous derma-
toses; this study includes follow-up information covering a period of years. The
lesions in some of these patients have had to he reclassified on the basis of newer
histologic concepts of pemphigus, namely the phenomenon of acantholysis, which
is seen in pemphigus and not in other bullous dermatoses, except for those caused
by viral diseases. By acantholysis is meant loss of prickles of the prickle cells in
the epidermis, with lysis of the individual cell. This phenomenon, occurring as a
primary change in pemphigus in distinction from pressure or tension phenomena,
which are the primary changes in other bullous dermatoses (except for pemphi-
gus and viral diseases), is considered in another article by one of us (Brennan, 1).
Differentiation of bullous dermatoses was accepted clinically prior to 1848, when Simon
(2) considered that the bulla of pemphigus could be differentiated histologically because it
was subepidermal and because the hair follicle was torn off. Haight (3), in 1868, thought the
bulla of pemphigus was under the stratum corneum and was characterized by fissures formed
by long, drawn-out prickle cells. Auspitz (4), in 1881, classified bullous dermatoses accord-
ing to their histology and was the first to describe acantholysis. Unna (5), in 1896, thought
the first changes in pemphigns occurred in the cutis and that the mechanism of formation
of bullae was primarily vascular; thus he disagreed with Aospitz, whose concepts were re-
vived in 1936 by Darier and Civatte and their group (6). Jadassohn (7), in 1938, stated that
many diseases classified under the name "pemphigus" had only bullae in common. He gave
detailed histologic descriptions of the various bullous dermatoses but without emphasis in
regard to acantholysis. Dupont and Pierard (8) insisted that the bulla of pemphigos oc-
curred within the layer of prickle cells. In 1943, Civatte (9) described acantholysis as charac-
teristic of pemphigus.
The bullae in different types of pemphigus have been reported variously to be located
superficially in the epidermis, within the prickle cells or, finally, beneath the epidermis. At
the seventh congress of French-speaking dermatologists, held in Brussels in April, 1949,
acantholysis was emphasized as occurring in pemphigus vulgaris, pemphigus vegetans,
pemphigus foliaceus, familial benign chronic pemphigus and viral bullous diseases, includ-
ing herpes and varicella in man and vesicular exanthema in hogs.
More recently, Percival and Hannay (10) worked out the origin of bullae in pemphigus,
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dermatitis herpetiformis and bullous erythema multiforme as seen subepidermally; they
showed serial sections to prove their concept. Rook, in a personal communication and as
quoted by Beerman (11) in a discussion of Rook's concept, was opposed to the thesis of
Percival and Hannay. Opposition was expressed also by Rook and Whimster (12), Nelemans
(13), Lever (14) and Director (15, 16). It would appear that none of Percival and Hannay's
TABLE 1
True pemphigus: incidence by age and sex (426 cases)*
AGE, YEARS
DIAGNOSIS SEX TOTAL
40-49 -
Pemphigus vulgaris M 4 1 3 14 (4) 30 (6) 29 (8) 24 (3) 4 (1) 2 111 (22)
F 3(1) 8(3) 13 (2) 24 (Sf) 32 (8) 26(2) 8 1 115 (24)
Pempliigus vegetans M 2 10 (2) 3 (2) 8 (1) 2 2 27 (5)
F 1 8 (1) 2 8 (3) 5 24 (4)
Pemphigus foliaceus M 1 1 4 (1) 1 3 (1) 1 11 (2)
F 1 2(1) 4 5(2) 2 1(1) 1(1) 16(5)
Pemphigus erythema- M 1 2 1 2 (1) 2 3 11 (1)
todes F 1 1 2 (1) 1 4 9 (1)
Pemplugus of mucous M 2 4 4 (1) 2 5 17 (1)
membranes F 1 1 3 5 (2) 1 2 13 (2)
Pemphigus of mouth M 1 1 1 2 7 4 1 17
only F 2 3 10 (1) 9 (3) 9 3 36 (4)
Pemphigus of moutb M 1 2 (1) 2 2 2 9 (1)
and eonjunctivae F 3 2 (1) 1 4 10 (1)
* Numbers in parentheses indicate Hebrew patients.
One patient later showed evidence of pempbigus vegetans; 3 other patients showed the same change.
TABLE 2
Forms of so-called pensphi gas not classified as true pemphigus: incidence ty age and sex
(82 cases)
DIAGNOSIS SEX
0—1
AGE, YEARS
0 15—19 20—29 30—39 40—49 50—50 60—69
1
4
70—79
1
1
TOTAL
1 10
10
Chronic pemphigus M
F
1 2 1 3
1 4
Pemphigus conjunctivae*
Butcher's pemphigus
M
F
M
1 1 1 1 2
3 1 4 4
1
4
2
2
1
8
17
3
Pemphigus neonatorum M
F
4
2
( 8 to 27 days of age)
(11 to 24 days of age)
4
2
Familial benign chronic M
pemphigus F
2 2 4 4 3
2 2 2 2
2
2
1 18
10
* Essential shriveling or shrinkage of conjunctivae.
patients had true pemphigus but rather that some had what has been labeled "pemphigus
chronicus vulgaris," which appears to be an aberrant form of dermatitis herpetiformis, and
others had bullous dermatoses in which acantholysis does not occur.
Dupont and Pierard (17) described the various types of acantholysis in pemphigus and
the occasional acantholytic cell encountered in Darier's disease. Intra-epidermal bullae
with partial acantholysis are seen in the familial benign chronic pemphigus of Hailey and
Hailey.
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With regard to dermatitis herpetiformis, Civatte (18) maintained that the bulla may be
subepidormal, whereas McCarthy (19), Dupont and Pierard, Lapiere and associates (20),
Tzanck and Cord (21) and McLeod and Muende (22) were of the opinion that the bullae
could be intra-epidermal or subepidermal.
Concerning bullous erythema multiforme, Castinel and Solente (23) were of the opinion
that the process was manifested by mu]tilocular intercellular vesicles in the rete mucosum;
McCarthy considered tbat the bullae were intra-epidermal.
The concept that acantholysis is distinctive for pemphigns, viral diseases being ex-
cepted, is becoming more generally recognized throughout Europe and North and South
America.
PRESENT STUDY
The records of patients who had serious bullous dermatoses encountered at
the Mayo Clinic since 1907 have been reviewed; special emphasis was placed on
those patients in whom the diagnosis of pemphigus in any of its forms was sus-
pected.
INCIDENCE
The presence of various types of pemphigus was suspected in a total of 508
patients. True pemphigus was diagnosed in 426 of these patients as follows:
pemphigus vulgaris, 226; pemphigus vegetans, 51; pemphigus foliaceus, 27; pem-
phigus erythematodes, 20; pemphigus of the mucous membranes (no cutaneous
involvement), 30; pemphigus of the oral mucosa only, 53 and pemphigus of the
oral mucosa and conjunctivae only, 19. Conditions not classified as true pemphi-
gus were diagnosed in a total of 82 patients as follows: chronic pemphigus, 20;
pemphigus of the conjunctivae (shrinkage or shriveling of the conjunctivac), 25;
butcher's pemphigus, 3; pcmphigus neonatorum, 6 and familial benign chronic
pemphigus of Hailey and Hailey, 28.
The incidence of these various forms of pemphigus by age and sex is summar-
ized in tables 1 and 2.
HI5T0PATH0L0GIc AND CLINICAL CORRELATION
True Femphigus
Fern phigus Vulgaris.—Among the patients considered to have pemphigus vul-
garis, 45 had been subjected to biopsy; 25 of these 45 biopsies revealed the pres-
ence of acantholytic buliac within the epidermis (fig. 1). Of these 25 patients in
whom acantholysis was detected, 20 had died within two years despite extensive
treatment; 5, in all of whom the diagnosis has been made within the last year, are
still alive.
Follow-up studies revealed that none of the 20 patients who did not show acan-
tholysis had died of pcmphigus. One of this latter group had died of poisoning
with phenobarbital and another of carcinoma of the large intestine, nine years
after he was told that his life expectancy, because of pemphigus vulgaris, was
short; 3 had died of cardiac disease from six to fourteen years after the supposed
diagnosis of pemphigus vulgaris. The remaining nonacantholytic patients have
been free from cutaneous lesions for periods ranging from eight mouths to thirty
years. The records in 1 of these patients are extremely instructive.
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FIG. 1. Pemphigus vulgaris. a and b. Clinical appearance. c. Histologic appearance of
lesions in patient pictured in a. Note acantholytic bulla with the basal layer as its floor,
ragged contour, angulated margin at left and rounded margin at the right side of the bulla.
Acantholytic cells are floating in the cavity. The roof is rounded and appears to be under
tension, which is a secondary stage following establishment of acantholysis (hematoxylin
and cosin; X30). d. Histologic appearance of lesions in patient pictured in b. Note intra-
epidermal bulla caused by acantholysis of the lowermost cells of the stratum mucosum,
with separation of the epidermal strata from the basal cell layer. The floor of the bulla,
formed by the basal layer, shows formation of crypts and the contour of the bulla is ragged
(hematoxylin and eosin; X70).
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A 20-year-old man had noted intermittent fever, followed three months later by gener-
alized urticaria and suhsequent hullae on the trunk, axillue and extremities. Septic tonsils
were removed and he received prostatie massage because of acute prostatitis. Cultures of
the cerebrospinal fluid and blond disclosed no abnormalities. This ease was presented as an
example of pemphigus vulgaris by one of us (Montgomery) at a meeting of the Minnesota
Dermatological Society on April 6, 1927 (fig. 2). In 1931, this patient's cutaneous lesions
cleared up completely; he is entirely well at present, twenty-two years later. Recent review
of the original specimen removed for biopsy disclosed tension bullae without aeantholysis.
In retrospect, this man probably had bullous erythema multiforme.
Pso. 2e. Patient diagnosed as having pemphigus vulgaris in 1927; he has been com-
pletely well for twenty-two years. b. Appearance of lesions in e. Note subepidermal bulla
without aeanthelysis (hematoxylin and eosin; >K 140).
Pemphigus Vegetans.—Among the patients considered to have pemphigus
vegetans, 17 had been subjected to biopsy; 9 of these biopsies showed acantholy-
sis (fig. 3). Death had occurred in all 9 of these patients in one month to five and
a half years. The remaining 8 patients, in whom acantholysis was not present,
had undergone reversal of the cutaneous lesions during a period ranging from
ten months to three years; 1 of them had died of carcinoma of the intestine and
1 had died of cardiac disease.
Pemphigus Foliaeeus.—Twelve of the 14 biopsies made in this group showed
acantholysis (fig. 4). No deaths have occurred among these 12 patients but all
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FIG. 3. Pemphigus vegetans. a. Clinical appearance. b. Histologic appearance of lesions
in patient pictured in a. Note extensive acantholysis with formation of intra-epidermal
clefts; also note intra-epidermal abscesses containing acantholytic cells and leukocytes.
Extensive pseudoepitheliomatous hyperplasia is present (hematoxylin and eosin; X 65).
c. Contents of cavity on left in 6. Note monstrous acantholytic cells (hematoxylin and eosin;
X440).
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still show widespread cutaneous involvement. Follow-up studies have ranged
from eight years to two weeks.
Pemphigus Erythematodes.—Al1 5 biopsies in this group revealed acantholysis;
all 5 patients are alive after follow-up studies of two to four years.
Pemphigus of the Mucous Membranes.—Two out of 8 biopsies in this group dis-
closed acantholysis; 1 of these 2 patients died of the disease within a year. Cuta-
neous bullae developed subsequently in the second patient; histologic examina-
tion of these lesions also showed acantholysis.
FIG. 4. Pemphigus foliaceus. a. Clinical appearance. b. Histologic appearance of lesions
in patient pictured in a. Note acantholytic bulla in uppermost layers of the stratum mu-
cosum. A few acantholytic cells are floating in the cavity (hematoxylin and eosin; X100).
Pemphigus of the Oral Mucosa.—One of 4 biopsies in this group showed acan-
tholysis; pemphigus vegetans developed subsequently in this patient, who died
sixteen months after the onset of the oral lesions.
Not True Pemphigus
Chronic Pemphigus.—None of the 7 biopsies made in this group of patients
showed acantholysis; no deaths occurred.
Butcher's Pemphigus and Pemphigus Neonatorum.—One biopsy was made in
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each of these groups; acantholysis was not present in either. Both patients died
of the disease.
Familial Benign Chronic Pemphigus.—Among this group, 24 of 25 biopsies
showed only partial acantholysis without degenerative phenomena in the prickle
FIG. 5. Familial benign chronic pemphigus. a. Clinical appearance. b. Note intra-epi-
dermal bulla with extensive partial acantholysis, formation of clefts and the glandlike
pattern of the epidermis. The floor of the bulla is formed entirely from the basal cell layer
in some regions, whereas in others, it is formed from the basal cell layer with a few prickle
cells over it. No monstrous cells are present (hematoxylin and eosin; X115).
ceils (fig. 5). One of these 24 patients, who also had adenocarcinoma of the
rectum, died of cardiac disease. Biopsy in the remaining patient showed complete
acantholysis and the presence of degenerative phenomena in the prickle cells; this
patient subsequently died of pemphigus vulgaris.
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DERMATOHISTOPATHOLOGIC STUDIES
True Pemphigus
Pemphigus vulgaris was characterized by the presence of intra-epidermal
acantholytic bullae. The basal cell layer was marked by numerous indentations,
and a ragged contour was present at the base of the bulla itself. The margins in
most instances were angulated but occasionally they were rounded; the roof was
formed from the upper layers of the stratum mucosum (fig. ic and d). The con-
tents of the bulla in most instances were characterized by the presence of prickle
cells, either isolated or in groups, which had undergone specific changes with loss
of their intercellular bridges. The prickle cell itself had become rounded; it dis-
played homogenization of the cytoplasm, with clumping of the intracellular
portion of its prickles to form an areola of dark condensation at the periphery.
The nucleus also revealed definite changes manifested by increase in size and the
presence of vacuolization and large nucleoli. Horizontal clefts within the layer
of prickle cells were often seen, the limiting cells being formed of prickle cells
devoid of their intercellular bridges through a process of lysis (acantholysis).
The same changes were noted in the hair follicle and quite often the hair itself
was torn off.
The fundamental histologic changes in pemphigus vegetans were essentially the
same as those in pemphigus vulgaris, with the addition of extensive proliferation
of the epithelium and the presence of intra-epidermal abscesses containing leuko-
cytes and acantholytic cells in variable numbers (fig. 3b and c).
Histologic sections from early stages of lesions in pemphigus foliaceus showed
acantholysis of the upper layers of the rete malpighii, leading to formation of
bullae within the upper layer of the epidermis (fig. 4b). Hyperkeratosis, para-
keratosis, acanthosis and papillomatosis varied in degree depending on the age of
the lesion.
The histologic changes in pemphigus erythematodes were indistinguishable
from those of pemphigus foliaceus.
Not True Pemphigus
In chronic benign pemphigus the individual bulla could be located either intra-
epidermally, subepidermally or both; no acantholysis was noted but varying
degrees of vascular dilatation and cellular infiltration were present in the cutis.
The same situation prevailed in butcher's pemphigus and pemphigus neona-
torum; lesions in these latter conditions showed the presence of bacteria within
the stratum corneum.
The bulla of familial benign chronic pemphigus was characterized by the
presence of irregular intra-epidermal fissures, in the cavities of which were float-
ing partially acantholytic cells. The cells making up the basal cell and prickle
cell layers were increased in size; partial disappearance of the intercellular bridges
had taken place so that the whole epidermis assumed a glandular appearance
(fig. 5b). The prickle cells themselves had undergone specific changes in that
they were enlarged and spherical; their nuclei also had increased in size and their
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nucleoli were prominent. Moreover, evidence was noted of multiplication by
direct or mitotic division within the stratum malpighii and in the partially acan-
tholytic cells.
DIFFERENTIAL DIAGNOSIS
Pemphigus vulgaris can be differentiated from pemphigus foliaceus by the
superficial location of the acantholytic bulla within the upper parts of the prickle
cell layer in the latter as contrasted with the deep location of the acantholytic
bulla beneath the lowermost layers of the rete mucosum in the former. In fact,
the basal layer forms the base of the bulla in pemphigus vulgaris.
Pemphigus vulgaris can be differentiated from pemphigus vegetans because
the latter exhibits epithelial proliferation with great elongation of the rete pegs,
acanthosis and papillomatosis. Moreover, the lesions of pemphigus vegetans are
typified by the presence of acantholytic cells within the prickle cell layer and
within the intra-epidermal microabscesses, a feature that distinguishes pemphigus
vegetans from pyodermite végétante, in which acantholytic phenomena are
absent.
Familial benign pemphigus of Hailey and Hailey is distinguished from such
forms of true pemphigus as pemphigus vulgaris, pemphigus vegetans, pemphigus
foliaceus and pemphigus erythematodes by the presence of partially acantholytic
cells, which present evidence of life as manifested by mitotic and amitotic multi-
plication. The nuclei of these cells, although increased in size, disclosed preserva-
tion of chromatin network and no evidence of vacuolization. Familial benign
chronic pemphigus is differentiated from keratosis follicularis (bullous forms of
Darier's disease) by the presence of acantholytic cells that still show evidence of
multiplication in the former and by the massive premature senescence of epider-
mal cells in the latter. Abnormal keratinization takes place in keratosis follicu—
laris, with formation of corps ronds and grains; the process is initiated by indi-
vidual keratinization of the prickle cells with loss of cohesion between these cells
and formation of clefts or lacunae. Abnormal keratinization occurs only in excep-
tional cases of benign pemphigus of Hailey and Hailey, such as in the controver-
sial case presented by Finnerud and Szymanski (24), which was subject to much
discussion (25). Along with many others, we are of the opinion that benign pem-
phigus is distinct from bullous forms of Darier's disease.
Acantholysis is not present in chronic pemphigus, butcher's pemphigus and
pemphigus neonatorum, which are not classed as forms of true pemphigus.
Viral diseases are distinguished histologically by the presence of ballooned
acantholytic cells with two or more nuclei and swelling of the nucleoli. These cells
may or may not contain inclusion bodies.
The location of the bulla in the nonacantholytic group of lesions was intra-
epidermal or subepidermal or both. The prickle cells in such lesions did not show
degenerative changes and the intercellular bridges were present; however, be-
cause of pressure phenomena, some of the latter were ruptured, a process that
one of us (Brennan, 1) has termed "desmorhexis," indicating rupture of the inter-
cellular bridges by a mechanical force. This process is in contradistinction to
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acantholysis, \vhich is caused by disease of the intercellular bridges. The content
of the bullae varied in quantity and quality of cells, even in various sections of
the same specimen. The cutis also displayed varying degrees of vascular dilata-
tion and cellular infiltration. The phenomenon of tension or pressure bullae,
TABLE 3
True pemphigus: duration of disease and cause of death*
DIAGNOSIS SEX CASES CAUSE OF DEATIS
Pemphigus vulgaris Lass than 1 M 30 (10) Pamphigus
F 27 (14) Pemphigus
NI 1 Carabrovascular accidant
1-2 M 1 Pamphigus
F 1 Pemphigus
3 M 2 (2) PamphigusM 1 Cardiac disease
4 M 1 Carcinoma
F 1 Pemphigus
5—9 M 1 Aortic aneurysm
F 1 (1) Unknown
10—14 M 1 Aortic aneurysm
F 2 Unknown
15—20 M 1 Carcinoma
F 2 Oldage
Pamphigus vegetans Less than 1 M 11(2) PemphigusF 4 Pemphigus
1—2 NI 4 (2) Pemphigus
F 3 (2) Pemphigus
3-4 M 1 Pemphigus
F 2 Pemphigus
7 M 1 Cirrhosis
Pemphigus foliaceus 2 M 1 (1) Pemphigus vu1garis
Pemphigus erythematodes Less than 1 M 1 (1) Cardiac diseaseM 1 Systemic L. E.
F 1 (1) Pemphigus
Pemphigus of mucous mem- Less than 1 M 1 Pemphigus
branes 2 F 1 (1) Pemphigus
3 NI 1 (1) Pemphigus
4 F 1 Pemphigus
Pemphigus of mouth and con- 3 NI 1 Pemphigus
junctivac
Pemphigus of mouth only Less than 1 NI 1 Pemphigus
* Numbers in parentheses indicate Hebrew patients.
t Diagnosis made on review of biopsy specimen.
which characterizes nonpemphigoid eruptions such as dermatitis herpctiformis
and erythema multiforme, is common in all bullous dermatoses, including true
forms of pemphigus if the biopsy is done when a lesion is not of very recent
origin. Biopsy, therefore, should be performed on an early small bulla in order to
differentiate the various bullous dermatoses.
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CAUSES OF DEATH
The causes of death and the duration of disease in true pemphigus and in other
cutaneous diseases not considered to be true pemphigus are summarized in tables
3 and 4.
TABLE 4
Forms of so-called pemphigus not classified as true pemphigus: duration of disease and cause
of death
DIAGNOSIS
DISEASE, YEARS SEX CASES CAUSE OF DEATR
Chronic pemphigus 1—2
5—10
M
M
F
1
1
1
Unknown
Cardiac disease
Cardiac disease
Pemphigus conjunctivae* 8
12
M
M
1
1
Carcinoma
CO poisoning
Butcher's pemphigus 72 days M 1 Pulmonary congestion
Pemphigus neonatorum 3 days M 1 Collapse of lungs
Familial benign chronic pemphigus 5 M 1 Cardiac disease
* Essential shrinkage or shriveling of the conjunctivae.
SUMMARY AND CONCLUSIONS
A study has been made of the records of 508 patients encountered at the Mayo
Clinic in whom the presence of pemphigus in any of its forms was suspected; an
attempt has been made to correlate the clinical and pathologic findings, based on
follow-up studies.
Forms of true pemphigus, such as pemphigus vulgaris, pemphigus vegetans,
pemphigus foliaceus and pemphigus erythematodes, can simulate clinically other
conditions of less serious prognosis and vice versa. The same was true in pemphi-
gus of the mucous membranes, chronic pemphigus and familial benign chronic
pemphigus.
Histopathologically, it was concluded that true pemphigus, such as pemphigus
vulgaris, pemphigus vegetans, pemphigus foliaceus and pemphigus erythema-
todes, had definite features distinct from other forms of so-called pemphigus,
such as chronic pemphigus and familial benign chronic pemphigus, and from
other bullous dermatoses. It was not possible to differentiate pemphigus foliaceus
from pemphigus erythematodes; however, the distinction among pemphigus vul-
garis, pemphigus vegetans and pemphigus foliaceus was possible.
The benign course of the disease in those patients who did not exhibit acanthol-
ysis and the fatal outcome in those who presented definite acantholysis and who
died primarily of pemphigus, warrant reclassification of these cutaneous lesions.
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DISCUSSION
DR. WALTER F. LEVER, Boston, Mass.: It is difficult to diSCuss this paper be-
Cause it was delivered as a brief abstract and many important questions were
therefore quickly brushed over.
As I understand Dr. Brennan, he found in each type of pemphigus instances
in which acantholysis was present and others in which it was absent. He thus
362 THE JOURNAL OF INVESTIGATIVE DERMATOLOGY
recognizes even a non-acantholytic form of pemphigus foliaceus. This seems to
me an unlikely situation. The material which was at Dr. Brennan's disposal was
collected years ago and probably was to a large extent obtained at autopsy. I
wish to point out the great importance of selecting for histologic study an early
lesion. Otherwise secondary changes cause confusion. Acantholysis may no
longer be present either because of destruction of the epidermis by secondary
infection or because of regeneration of the epidermis in the natural process of
healing.
Although acantholysis may appear to the untrained eye a rather incidental,
unimportant process, anyone who has studied the phenomenon of acantholysis
will recognize it as a very profound degenerative process that cannot possibly be
present in some cases and absent in other cases of the same disease. I feel that
acantholysis is a prerequisite for the histologic diagnosis of pemphigus and I
question the advisability of recognizing any non-acantholytic form of pemphigus.
DR. CHARLES WOLF, New York City, N. Y.: I may start with the non-direct
technical statement that pemphigus is the bete noire in the field of dermatology.
We are always confronted when we have a case of bullous eruption with the
question of whether we are dealing with pemphigus or we are not.
Now then any assistance by whatever means, obtained to help us arrive at a
definite diagnosis is a step of progress which should not be minimized.
During the remarks of Dr. Brennan he called a case pemphigus vulgaris and
in the next breath he said it turned out to be a pemphigus vegetans. These are
just descriptive adjectives. In my opinion the pemphigus is a serious systemic
disease. The morphological superficial changes that occur during the progress of
the disease is of minor importance and therefore I would like to stress the fact
that if acantholysis is a pathognomonic sign, it must appear in every case in order
to be certain that we are dealing with that dreaded disease. I therefore say that
although this is an inchoate state of a histological progressive advancement in
the diagnosis of pemphigus it requires further study and further reporting before
we can definitely accept that new diagnostic point.
DR. HAMILTON MONTGOMERY (in closing): Slides were presented illustrating
the correlation of clinical and histopathologic findings.
In answer to Dr. Lever, I don't think Dr. Brennan made it quite clear in regard
to pemphigus foliaceus being acantholytic, because we definitely distinguish the
same as Dr. Lever has done in his monograph (Medicine, February 1953). There
are other studies by Brennan to be published in the A. M. A. Archives of Derma-
tology and Syphilology regarding the cytology of pemphigus, on which I can
only touch briefly. I should mention Lever, Director, Beerman, Winer and many
others in this country that followed this concept of acantholysis. Of the 45 biop-
sies, some of them were very recent and some of them were very old. As an exam-
ple the case shown at the Minnesota Dermatological Association in 1927 when
I followed the concept that Gans, Unna, Hebra, and others had that any bullae
without eosinophils or any cells in the bullae were pemphigus and otherwise not.
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This case was diagnosed by everyone that saw it, including Gans, histologically
as pemphigus. He was a man 20 years old, who had a bullous eruption for two
years, but which cleared up in two years. He is alive and well to date.
Histologically both Dr. Lever and Dr. Beerman don't like my term of tension
pressure bullae to distinguish other bullous dermatoses from pemphigus in which
the primary phenomenon is acantholysis. Dr. Lever is correct when he says that
in a specimen of 24 hours' duration one may find cells that look acantholytic or
degenerative cells that are not true acantholytic cells. If one takes a biopsy of a
small lesion half the size of your finger nail, and without any erythematous halo,
one can be pretty sure clinically that it is an early lesion.
The distinction between tension and pressure hullae was illustrated by lantern
slides.
